GURTMAN (e.g., Strupp & Binder, 1984) ; consequently, the patient's interpersonal problems are likely to provide both substance and subtext to the transactions of the session. Finally, il seems logical to assume that interpersonal problems would play a critical role in how therapy proceeds, its quality, and its eventual outcome (cf. Garlield, 1986) . For example, the "therapeutic alliance," or the bond between therapist and patient, a factor generally regarded as instrumental to the success of therapy (e.g., Orlinsky et al., 1994) , may be impaired by certain kinds of characterological interpersonal problems (e.g., Horvath & Luborsky. 1993; Moras & Strupp, 1982) . Similarly, interpersonal problems may shape the interactional patterns that emerge in therapy, leading to particular kinds of "complementarity" patterns that may either facilitate or impede the work of therapy (e.g., Friedlander, 1993; Henry, Schacht, & Strupp, 1986; Tracey, 1993) .
Research linking HP-assessed interpersonal problems to the psychotherapy domain is limited, however, both in scope and number. To date, psychotherapy researchers have used the IIP primarily as a screening or outcome measure (e.g., McCullough, 1993; Muran et al., 1995; Shapiro et al., 1995) . These applications, however, usually shed little direct light on the construct validity question (indeed, validity is presumed). More relevant to enhancing understanding are the few studies that have related the IIP to variables germane to therapy process or that have examined how IIP problems resolve differentially in the course of treatment.
In a good example, Horowitz, Rosenberg, and Kalehzan (1992) found that psychotherapy patients reporting a predominance of interpersonal (rather than noninterpersonal) distress communicated more clearly about other people, a capacity that may predict greater suitability for the work of psychodynamic therapy. In a related vein, Horowitz et al. (1988) found that predominant interpersonal distress was predictive of continuation in a brief-therapy program. Muran et al. (1995) related various in-session change measures to outcomes in short-term cognitive therapy: they found a predictive link between cognitive shift and posttreatmenl IIP scores (this was not, however, specific to the IIP). Muran, Segal, Samstag, and Crawford (1994) examined the impact of interpersonal problems on the formation of the working alliance; the strength of the alliance tended to vary with the patient's particular problem style. With regard to treatment response, Horowitz et al. (1988) found that certain IIP problems (e.g., being nonassertive) were discussed more often in brief therapy and were resolved more quickly than were other interpersonal complaints (e.g., lack of intimacy; see also Horowitz et al., 1993 , fora further analysis.) Maling, Gurtman, and Howard (1995) , however, reported a somewhat contradictory pattern in that HP-rated problems in being overly controlling were found to be most amenable to change and self-effacing problems least amenable. Finally, in a behavorially oriented treatment study of avoidant personality disorder, Alden and Capreol (1993) obtained a complex interaction between i nterpersonal problems and the success of a given treatment approach (general skills training, intimacy training, or graduated exposure); a specific treatment's effectiveness depended, in part, on whether a patient's problems showed cold/ hostile or submissive/exploitable tendencies.
Among the questions still largely unexplored is the fundamental issue of how IIP complaints are related to therapist perceptions of patients' interpersonal functioning (i.e., to expert, outside judgments). Conceivably, self-reports may be systematically biased, for example, by a general tendency to either inflate or deny distress (e.g., Wiggins, 1973) ; indeed, this point has been raised specifically with regard to the HP (Horowitz et al., 1988) .' Similarly, research is generally lacking on whether 1IP-rated problems are related to global assessments of patient change and functioning as made by therapists; Lambert and Hill's (1994) recent survey found that such evaluations arc the most commonly used criteria of treatment success.
2 Perhaps most interesting is the broad question of how problems are implicated in the patient's experience of psychotherapy and in his or her personal construction of the therapy session. These and other related questions are considered in the present study.
Classifying Interpersonal Problems
With the Circumplex
Although it may be useful at times to treat interpersonal functioning as a single dimension (Shapiro et al., 1995) , this approach neglects, and ultimately obscures, potentially important qualitative differences in interpersonal tendencies. These qualitative distinctions may be broad and crude, as in Horney's (1945) well-known triadic grouping of the "moving against," "moving toward," and "moving away from others" types; or the distinctions may be narrowly individualistic, as evident in many psychodynamic case-formulation methods (e.g., Luborsky & Crits-Christoph, 1990 ).
In this article, classification of interpersonal problems is guided by the circumplex model (Kiesler, 1983; Leary, 1957; Wiggins & Trapnell, 1996) . The principal advantage of the circumplex is that it provides a comprehensive and organized description of the varieties of interpersonal traits and problems (Kiesler, 1983; Wiggins & Trapnell, 1996; cf. Benjamin, 1994; Henry, in press) ; it also has natural ties to the classification process (Gurtman, 1994; Wiggins, Phillips, & Trapnell, 1989) .Details about the model are necessarily limited here; the interested reader is referred to Kiesler (1996) or Wiggins and Trapnell (1996) for up-to-date presentations.
As illustrated in Figure 1 , the circumplex model depicts the variety of interpersonal problems in terms of a circular continuum bisected by two axes: The vertical axis is a control dimension generally referred to as Dominance, and the horizontal axis describes an affiliation dimension usually referred to as Love (Kiesler, 1983) . It is possible then to "locate" an individual within this circular space by scoring his or her problem profile for these two summary dimensions (see, e.g., Alden et al., 1990) . The individual's dimensional coordinates define a vector, which has two important diagnostic properties. The angular 1 Indeed, it is this very assumption that has led some researchers to routinely remove the general factor from IIP responses through an ipsatization procedure. However, if the general factor is substantive, then this practice is not only unwarranted but could perturb the data (see Gurtman, 1994) . 2 The one exception is from a recent study by Muran et al. (1995} in which overall IIP at outcome correlated negatively with therapists' (as well as patients') global ratings of success. This finding was not specific to the IIP but also applied to the other outcome measures of the study. Figure 7 . A generic interpersonal circumplex. DOM = Dominance;
LOV-180°0° LOV+
LOV -Love.
orientation of the vector (or angle) indicates the thematic quality of the individual's maladjustment, in Leary's (1957) sense, the "typology." The length of the vector (or vector length) indicates the degree to which the individual's profile is differentiated with regard lo a particular type, that is, whether it is "typable" (see Gurtman, 1994; cf. Wiggins et al., 1989 ). Classification, then, proceeds by placing individuals into one or another partition of the circle on the basis of their vector resultants.
In this geometric approach to classification, it is possible to create diagnostic distinctions (i.e., partitions) that are either fine (e.g., a 16th part of the circle) or coarse (e.g., a 4th part).
In this study, 1 used a broad, four-category system that divides the circle into the four quadrants formed by the intersection of Dominance and Love. Following Carson (1969) , the four quadrants define problems in being Friendly Dominant (FD), Hostile Dominant (HD), Hostile Submissive (HS), and Friendly Submissive (FS), respectively. Table 1 presents the kinds of problems that would characterize each quadrant.
Overview
This research used data from a large-scale project studying psychotherapy process and outcome. Self-reports of interpersonal problems, as taken from an abbreviated version of the IIP, were used to categorize patients into one of four problem quadrants. These groups were then studied in relation to a number of variables derived from the psychotherapy sessions. Therapists supplied ratings of their patients' (a) personality disorders, (b) therapeutic assets and liabilities, and (c) global adjustment. Patients provided extensive data on their within-session psychotherapy experiences through the Therapy Session Report (TSR; Orlinsky & Howard, 1975) . TSR data were used to develop a composite picture of the session for each of the four groups and were also scored for several constructs relevant to the generic model (Orlinsky & Howard, 1987) of psychotherapy, including the therapeutic bond (Saunders, Howard, & Orlinsky, 1989) and therapeutic realization (or impact; cf. Elliott & Wexler, 1994) .
Method

Participants
Participants were drawn from an initial pool of 741 outpatients who had voluntarily participated in the Northwestern Psychotherapy Project, a study of process and outcome in long-term individual psychotherapy (Howard et al., 1990) . All outpatients in this pool had completed at least one session of psychotherapy (i.e., had progressed beyond a preliminary screening phase). Of the general pool, 300 patients had complete IIP records, and of these, 104 met the selection criteria for inclusion in one of the four interpersonal problem categories described earlier (see the following sections for the specific assignment procedures).
These 104 participants compose the focal group for this study.
Information about the participant composition of the Northwestern Psychotherapy Project is presented in Howard et al. (1990) . (See also Howard, Kopta, ttrause, & Orlinsky, 1986; Howard, Lueger. Maling, & Martinovich, 1993; Saundersetal., 1989; Vessey& Howard, 1993) .The typical participant in the present study was unmarried (63%), female (68%), employed (79%), and between the ages of 20 and 35 (73%).
Eighty-nine percent had at least some college education. This group was generally representative of the population of those who engage in outpatient psychotherapy with the exception that they tended to be better educated, much younger, and more likely to have never been married than the typical outpatient (Vessey & Howard, 1993) .
Setting and Therapists
The data were collected at Northwestern Memorial Hospital's Institute of Psychiatry, which is a teaching facility for the university's School of Medicine. The Psychotherapy Program is one of many outpatient programs at the Institute and serves the kinds of patients generally found in the private practice of psychotherapy. All patients in the program are self-referred. The orientation of the program is psychodynamic.
During the period of this project, 86 therapists were in the Psychotherapy Program, the majority in some stage of training; the trainees included psychology practicum students, psychology interns, psychiatry residents, and psychology postdoctoral fellows. Most of the therapists had considerable prior experience, with 75% having seen more than 10 patients in individual therapy. Over 70% of the therapists were in psychology, 16% were in psychiatry, and 8% were in social work.
Procedure
As part of the project most germane to this study, patients and their therapists completed a standard set of questionnaires and rating scales aimed at assessing patients' experiences in psychotherapy, as well as changes in their functioning and symptoms (see Howard et al., 1990) . Measurements were repeated at predefined session points in the course of therapy. For purposes of this analysis, patients' data were aggregated from Sessions 1 through 6, plus termination, which led to as few as 2 and as many as 7 session records per participant. The data were then standardized (M = 0, SD = 1), using all available patient data for the particular measure. The item ns in these analyses varied, as reported in the next section.
Description of Measures
Inventory of Interpersonal Problems (IIP).
The IIP (Horowitz et al., 1988; ns = 300-302 ) is a 127-item measure of interpersonal dis- Gurtman (1995) .
tress, developed on the basis of an analysis of the complaints raised by individuals seeking psychotherapy. The full scale has two sections-the first 78 items begin with the phrase "It is hard for me to " and the remaining 49 items describe "things that you do too much." In responding to items, participants indicate their degree of difficulty or distress on a 5-point scale ranging from not at all to extremely-Several scoring routines for the IIP have been developed, including those by Alden et al. (1990) , Gurtman (1995) , and Horowitz et al. (1988) . The Northwestern project included an abbreviated version of the IIP thai consisted of 26 items chosen on the basis of an initial (prcpublication) factor analysis of the IIP. This abbreviated measure included the 3 to 5 top-loading items from the six problem categories originally developed by Horowitz et al. (1988) . Maling et al. (1995) reported the results of a factor analysis of this short scale; a three-factor solution was indicated, which was virtually identical for patients and nonpatients. This IIP was generally completed by patients at Sessions 2 and 4.
Personality Assessment Form (PAF}.
The PAF (Shea, Glass, Pilkonis, Watkins, & Docherty, 1987; «s = 631-656 ) is a therapist-rated instrument for assessing personality disorders; it was developed for use in the National Institute of Mental Health's Treatment of Depression Collaborative Research Program. In its original form, the PAF consisted of 11 dimensions of personality disorder, corresponding to those in the Axis II group of the third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-UI; American Psychiatric Association, 1980) ; the Northwestern project version of the PAF added 3 additional dimensions for the experimental categories of depressive, sadistic, and self-defeating personality disorders, respectively.
Each PAF dimension is represented by a brief descriptive paragraph emphasizing the disorder's distinctive features. Therapist raters are instructed to judge the degree to which the individual's long-term functioning matches each dimension. Ratings are on a 6-point scale from not at a!! to to an extreme degree. (A no information option is also available). The PAF was completed by therapists at Sessions 1, 3, and termination.
A factor analysis of the PAF (Pilkonis & Frank, 1988) suggested three major components, with the first factor reflecting a general trait of "adaptive personality functioning" (p. 438). Similar results were obtained in the present data set, except that the second and third factors appeared to capture two "interpersonal" dimensions interpretable as Hostile Control and Coldness (cf. Kiesler, 1983) .
3 All of the PAF dimensions had communality with these two interpersonal components, except for the passive-aggressive dimension. Consequently, this dimension was dropped from the profile analysis reported later.
Therapeutic Assets Questionnaire (TAQ).
The TAQ (Daskovsky, 1988; «s = 458-672 ) is a therapist-rated measure of an individual's assets and liabilities for functioning in the patient role. It is intended to tap those patient "readiness for treatment" characteristics that are likely to influence the course of a psychodynamic psychotherapy and hence predict whether the person would profit from the experience. The version of the TAQ used in the Northwestern project consisted of 20 hems (statements or questions), each responded to on a 1 -5 scale. Sample items include "This person seems able to describe the internal states of others and to appreciate the reasons why others would feel the way they do" and "This person is aware of and can identify his/her feelings."
Note that a short, 13-item version of the TAQ was administered on one of the three testing occasions in this study (accounting for the broad range of «s). The TAQ was completed at Sessions 1, 3, and termination.
Although the TAQ was designed to embody five dimensions relevant to therapy suitability (e.g., level of object relations, ability to delay gratification; cf. Daskovsky, 1988) , a factor analysis of the 20 items com-prising this set revealed a single large factor. The factor accounted for 36.5% of the variance and appeared to tap a general dimension ofintrospectiveness and openness to self-examination ("There is evidence in the interview that this person can stand back and look at him/ herself."). It is referred to here as Insight /Open ness.
Measures of overall adjustment (therapist-rated)-
Therapists also completed three measures pertaining to the patient's overall functioning or disturbance. The Global Assessment Scale (GAS; Endicott, Spitzer, Fleiss, & Cohen, 1976 ; n = 696) and the Level of Functioning scale (LOF; Carter & Newman, 1980 ; n = 693) are single items that tap, respectively, the patient's overall disturbance and his or her ability to function autonomously; the GAS is on a 1-100 scale, and the LOF is on a 1-9 grade. At termination, therapists also responded to four "patient status" items (»s = 512-531) requiring appraisals of the treatment's effect, patient distress or upset, the likelihood of patient improvement with additional therapy, and the patient's overall functioning at therapy's end, respectively. The GAS and the LOF scale were completed at Sessions 1,3,6, and termination.
Therapy Session Report-Patient Version (TSR}. As a tool for investigating the "psychological interior" ) of psychotherapy, the TSR (Orlinsky & Howard, 1975 ; ns = 366-380) was designed to assess the broad variety of experiences (e.g., feelings, wants, concerns, perceptions, realizations) that patients have in the therapy session. Patients report on their just-completed sessions by responding to the set of TSR items with fixed-point rating scales. The version used in the Northwestern project included 135 questions, most organized under general headings pertaining to (a) wants and hopes, (b) problems or lopics of concern, (c) behaviors engaged in, (d) feelings during the session, (c) perceptions of the therapist's behaviors, (f) perceptions of the therapist's feelings, and (g) what the patient got out of the session. Patients completed the TSR at Sessions 1, 3, 5, and 6. Further details about the TSR are available in Howard (1975, 1986) .
In addition to analyzing TSR items individually, I also scored the measure for therapeutic bond and therapeutic realization, concepts developed in Orlinsky and Howard's (1987) generic model of psychotherapy. For the bond, I used Saunders et al.'s (1989) scoring routine; it yields separate scores for three, theoretically distinct components of the bond: working alliance, empathic resonance, and mutual affirmation. Working alliance is the investment of patient and therapist into their respective roles; empathic resonance is the participants' joint sense of being understood by each other, of being "on the same wavelength"; mutual affirmation is the experience of a reciprocal, caring attitude, close in concept to the Rogerian notion of "unconditional positive regard" (see Saunders et al., 1989, pp. 323-324) .
Therapeutic realization was assessed by the general factor score of the 12 TSR items that addressed perceived accomplishments, in the session ("What do you feel that you got out of your last session?"); the factor accounted for 51% of the variance.
Patients' global evaluations of their own functioning and distress were assessed by responses to two TSR items. The first asked how well the person was getting along emotionally and psychologically at the time of Ihe last session (n = 303), and the second asked whether it was easier or harder to cope since the last session.
Finally, factor score measures of Positive Affect and Negative Affect (e.g.. Watson &Tellegen, 1985) were constructed from patient feelings data. A factor analysis of the 33 adjectives comprising this section indicated two major dimensions, clearly identifiable as these two factors (see also Orlinsky & Howard, 1975) .
Procedure for Categorizing Participants by Interpersonal Problems From the Abbreviated HP
As discussed earlier, in the circumplex, classification of "type" is determined by Ihe person's coordinates on the summary dimensions of Dominance and Love; these coordinates are converted to a polar system that then expresses an individual's position in the circular space in terms of angular displacement, or angle and vector length (see, e.g., Gurtman, 1994; , Normally, Dominance and Love (and hence angle and vector length) are calculated from a 64-item version of the IIP (Alden et al., 1990) . Given that this project used a brief version of the IIP that did not include all the items normally required to score Dominance and Love, it was necessary to first develop an estimation procedure (i.e., a set of regression equations) applicable to the current measure.
For this process, I used a nonpatient sample (n = 1,093) that had completed the full 127-item inventory; this sample is described further in Gurtman (1995) and Maling et al. (1995) . First, each respondent's Dominance and Love scores were calculated using standard trigonometric techniques (e.g., Leary, 1957; ; then these scores were regressed on the 26 items of the abbreviated UP in order to develop prediction equations. The Rs for Dominance and Love were .89 and .87, respectively. Next, each individual's angular location on the circle was estimated using predicted Dominance and Love scores, and this was compared to the actual location (i.e., from actual Dominance and Love). Estimated and actual vector lengths were also computed. The cosine difference correlation (i.e., the cosine of the angular discrepancy) was used lo index the correspondence of the individual's actual and predicted locations on the circle (e.g., Gurtman, 1994) . For "typeable" individuals (i.e., those with vector lengths above the median score, suggesting definable profile patterns), the mean cosine correlation was .93 (out of a maximum of I). Broken down by quadrant, these means were .91, .92, .93, and .94 (all ns > 131), and they indicate a consistently accurate prediction across the circular continuum. The correlation between the actual and predicted vector lengths was. 80, and it appeared to be linear in form. Viewed overall, then, these analyses suggest that the short version of the UP could serve the present study's purpose of categorizing interpersonal distress. Although it is not known how well the prediction equations would perform in a patient group, the comparability of the factor structure for patient and nonpatient samples, cited earlier, is conducive to this cross-application.
It was also necessary to estimate overall interpersonal distress. Normally, this is indexed by the mean of the 127 items of the IIP (e.g., Horowitz et al., 1988) . To determine interpersonal distress from Ihe shortened UP, I used the general factor score from the 26 items. In the nonpatient group, the (26-item) general factor score correlated .95 with the 127-item mean.
The final step was to develop selection criteria for populating the four interpersonal problem quadrants of Friendly Dominant (FD), Hostile Dominant (HD), Hostile Submissive (HS), and Friendly Submissive (FS). Selection was guided by three considerations: (a) the participant's level of interpersonal distress (score on the general factor), (b) the degree to which this distress was distinctively patterned and hence could he categorized (as indicated by vector length), and (c) the thematic quality of the distress (as given by the angle parameter). The prediction equations previously discussed were the basis for these determinations.
In line with this, patients with both vector lengths and general factor scores above the respective medians were first identified. These participants met the inclusion criteria in that they were interpersonally distressed and were also typeable. They were assigned to one of four groups based on their location within the problem circle: FS (n = 23; angle between 0° and 90°), HD (n = 25; between 90° and 180°), HS (n = 31; between 180 a and 270°), and FS (n = 25; between 270" and 360°). As would be expected, the mean angle for each group was close (within 8") of the midpoint of its respective quadrant, with participants distributed uniformly throughout the denning sector of the circle. Table 2 shows the mean item endorsements, broken down by group, for the 26 items composing the abbreviated IIP. The means here and throughout this article are interpretable as standard deviation units above or below the grand mean for all patients. 4 As a general rule, |A/s| above 0.34 are significant atp = . 10, above 0.41 at p = .05, above 0.54 at p = .01, and above 0.69 at p = .001. This is based on a z test and assumes a grand M of 0, an SD of 1, and a conservative n of 23 (smallest group size).
Results
Item Means
Because the means are the direct consequence of the selection procedures, the table informs about how participants were differentiated with the IIP. For the FD group, problems in being overly controlling, intrusive, and revealing were most distinctive. For the HD group, salient problems involved getting along with people, aggressiveness, and lack of social feeling. For the HS group, problems in feeling close and being open with others were most characteristic. Finally, for the FS group, problems concerning dependency, exploitability, and lack of assertiveness were distinctive.
As the table shows, the mean level of problem endorsement (i.e., the columnwise average of the item means) differed somewhat by group. However, the variability (SD) of the item means was consistently high, implying that, for each group, the item set was adequate for distinguishing a particular pattern of problems.
Therapist Ratings of Patients' Personality Functioning
Arc patterns of self-reported problems reflected appropriately in therapist assessments of patient personality? To examine this question, vital to the purported construct validity of the IIP, I analyzed therapists' ratings of their patients on the PAF as a function of HP-based groupings. Figure 2 displays the mean profiles for each problem quadrant. To highlight the inherent structure of the profiles (e.g., Gurtman, 1994) , I ordered the PAF categories according to their proximity in a two-factor space *; not surprisingly, this (empirical) arrangement generally followed that of circumplex models of personality disorder (see, e.g.. Soldi et al., 1993; Wiggins &Pincus, 1989 ).
The figure clearly shows that each problem quadrant was associated with a well-delineated profile on the PAF, generally with a single (i.e.. unimodal) peak and a corresponding low 4 Again, «s varied depending on the particular measure. As noted earlier, 300 of the 741 patients had complete HP's. Analyses were conducted to determine whether these 300 patients differed from the remaining patients in any systematic way. With only a few exceptions (below), their means on the dependent measures were very close to the standardized grand means of 0 (| A/s| < .10). On several PAF, TAQ. and status outcome variables, |A/s| were between .10 and .25, indicating that patients with IIP records were slightly better adjusted than the remaining patients on those variables. 5 Proximity was determined by the angular orientations of the PAF categories in a two-dimensional space denned by factor analysis. The starting point of the sequence (i.e., histrionic personality disorder) was arbitrary.
• point. 6 For example, the FD profile was characterized by elevated ratings in the histrionic, borderline, and narcissistic personality disorder range and by a nadir in the (interpersonally opposite) region marked by schizoid and compulsive disorders.
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The HD profile showed a broad elevation in the "hostile" grouping from borderline to schizoid, with the lowest ratings in the compulsive and depressive segment. The HS profile was characterized by high ratings on compulsive, depressive, and dependent and low ratings at the "dominant" region of histrionic and narcissistic. The FS profile peaked at dependent and avoidant and was lowest at the narcissistic and borderline. I conducted a multivariate profile analysis (Tabachnick & Fidell, 1989 ) on the PAF profiles to determine whether group differences were reliable. Of principal interest in such analyses are the specific tests on profile level and pattern. The levels test is a standard univariate test on group means (across categories). In multivariate profile analysis, pattern differences are evaluated by a test for parallelism of the profiles, which is essentially a multivariate test of the Group X Profile Category interaction (see Tabachnick & Fidel], 1989) . The results revealed no significant group differences for profile level, F( 3,80) = 1.84, p > .14. However, the parallelism test was highly significant, Wilks's A = .38, p < .001, indicating that the profile patterns were indeed reliably different as a function of group.
Finally, in a supplemental analysis of the 252 patients for whom both PAF and IIP data were available, the correlation between the two general factors (IIP and PAF), r(250) = .30, p < .001, provided evidence for a substantive rather than a response-style interpretation of each factor.
Therapist Ratings of Patients' Therapeutic Assets and Liabilities
Are self-reported problems reflected in therapist appraisals of patients' assets and liabilities for the patient role in (psychodynamic) psychotherapy? To address this issue, I examined group differences on the TAQ. Table 3 presents the TAQ item means as a function of group; these means, again, are standardized deviation scores. As can be seen, groups were generally distinguished by their patterns of perceived assets and liabilities. For example, the table suggests that HD patients were perceived by their therapists as poorly suited for psychotherapy, insofar as they were rated generally as being impulsive, present-oriented, and reluctant to establish close relationships. In contrast, FS participants were generally viewed as having attributes conducive to the patient role, including a reflective and open attitude toward self-exploration and good control over impulses. The table also shows that all four groups were perceived as experiencing emotional distress.
A multivariate profile analysis was conducted on the 20 TAQ 
Therapist Ratings of Global Functioning
Generally, interpersonal distress was related to therapists' overall evaluations of patient functioning. The IIP general factor correlated -.34 and -.30 (ps < .001) with the single-item GAS and LOF measures, respectively. However, as Table 4 reveals, therapists' global evaluations varied considerably as a function of problem type. In general, the two "hostile" groups were rated as most impaired, although these mean deviations did not always achieve significance (ps < .10 or < .05).
Regarding patient status at termination, the table suggests that participants who were fundamentally affiliative in their problem styles (i.e., FS and to a lesser extent FD cases) were perceived by their therapists as having generally profited from treatment. The HD patients, on the other hand, were generally regarded by their therapists as being relatively poorly functioning at termination.
Patients' Reports of Their Experiences
How are different modes of interpersonal maladjustment related to the "psychological interior" of psychotherapy-that is, to the kinds of experiences that patients report as being characteristic of their sessions? Tables 5 through 8 provide relevant data from the TSRs. These tables present the top TSR items, organized by topic area, for each of the four problem groups, respectively. (This analysis included 120 of the 135 TSR items.
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) In each analysis, items with mean deviations above .3 (sign ignored) were selected as being characteristic of the group."
The tables lend themselves mainly to conceptual analysis. What emerges, in each case, is a generally cohesive and distinctive picture of how different patient problem styles relate toand perhaps structure-the interior world of the psychotherapy session. As revealed in Table 5 , for the modal FD patient, psychotherapy appeared to be an emotionally charged, interpersonally intense, and, to some extent, self-focused enterprise. The relationship with the therapist was characterized by "positive complementarity" (e.g., Henry et al., 1986; Tracey, 1993) and by an ancillary interest in influencing and gaining approval from the therapist. Table 6 presents a different picture for the modal HD patient. For these patients, concerns about being angry, blameworthy, and interpersonally disconnected were distinctive. The emotional tone was one mixing negative states with resignation. Unlike for the FD patient, the relationship with the therapist was characterized by "negative complementarity," or a hostile reciprocity (Henry et al., 1986) , and by mutual attempts to exert control or influence over the other. One result seems to be a less beneficial outcome for the patient. Table 7 reveals the experiences of the modal HS patient. Themes of being lonely, emotionally detached, and interpersonally inhibited stood out as a central focus in the session. The 8 Excluded were the noncatalogued items, the open-ended items, and one ambiguous item from the feelings list ("thirsty").
* A table providing individual group means for the 120 TSR items is available from Michael B. Gunman and would allow other kinds of analyses that may be of i merest to the reader. patient's stance was passive, affect was depressive in tone, and expectations were largely unfulfilled.
GURTMAN
Finally, Table 8 lists the experiences of the modal FS patient. The general picture here is of psychotherapy being used productively as a venue for self-exploration and for achieving insight. The main focus for therapy was the broad issue of dependency and inferiority. As with FD patients, "positive complementarity" characterized the working relationship, with the therapist being perceived as attentive, interested, and involved and the self as deferential and self-critical. The main realization was emotional relief.
As a way of gauging the overall similarity of the groups' psychotherapy experiences, I created a TSR profile for each group based on the 120 items and then intercorrelated the four profiles. Each group's profile, then, was a vector of 120 values (means). The HD group's profile correlated .37 with the HS profile and .10 with the FS profile; all other correlations were approximately .2. These results indicate that, except for the two hostile groups, the TSR profiles were largely independent.
Bond, Realization, Affect, and Global Adjustment (Patient Rated) As mentioned earlier, it is possible to operationalize concepts relevant to the generic model of psychotherapy using TSR data. Of interest here are TSR-generated measures of therapeutic bond (Saunders et al., 1989) , positive and negative affect (Orlinsky & Howard, 1975) , therapeutic realization (Orlinsky & Howard, 1987) , and self-rated adjustment. Table 9 shows the means for each of these variables, broken down by group. With regard to the three components of the therapeutic bond, the main finding was for hostile dominance to be related to lower levels of emotional resonance; otherwise, no reliable relationships were obtained. For the therapeutic realization factor, the HS patients reported getting less out of their sessions overall than did patients in general, a finding consistent with earlier discussion (of Table 7 ). With regard to affect, all four groups reported elevated levels of negative affect, revealing a common experience of emotional distress; positive affect, however, was largely unrelated to group status. Finally, with re- gard to the two TSR items concerning patients' views of their emotional and psychological functioning, the results indicated that the two "hostile" groups generally reported relatively greater impairment, both at and since the last session.
Discussion
The results extend the nomological net (Cronbach & Meehl, 1955 ) of self-reported interpersonal problems. Self-reports are reflected in therapist assessments of patients' personality functioning, level of disturbance, and assets and liabilities for assuming the patient role. Moreover, self-reported interpersonal problems are clearly revealed in the kinds of themes that pervade patients' retrospective accounts of their psychotherapy sessions.
Perhaps most striking about the findings are the dissimilarities among the four problem types. The results, then, militate against a simple, unidimensional conception of interpersonal functioning. Instead, each problem type is coherently represented by a distinctive set of interpersonal (and intrapsychic) features (e.g., Horney, 1950) ; each type, presumably, carries with it a characteristic "evocative style" (Kiesler, 1992 ) that serves to establish denning patterns of interpersonal interaction, including those enacted in the psychotherapy session.
Similarly, the results reveal that, as treatment indicators, interpersonal problems are not necessarily negative (cf. Garfield, 1986) ; indeed, it appears that, at least in the psychodynamic context, some kinds of problems may facilitate aspects of the (psychodynamic) therapeutic process. The critical dimension seems to involve the personality factor of Agreeableness (Costa & McCrae, 1992) . Hostile dominance (i.e., being overly disagreeable) is related to a constellation of traits (e.g., narcissism, distrust, manipulativeness), therapeutic liabilities (e.g., present orientation, impulsivity, difficulty with intimacy), and destructive interactional styles (e.g., aggressive control seeking) that may generally bode poorly for psychodynamic treatment (e.g., Strupp & Binder, 1984) . Session accounts indeed hint at negative complementarity patterns prognostic of poor outcome (e.g. Henry et al., 1986) among hostile-dominant patients. On the other hand, a friendly submissive (i.e., overly agreeable) style may be generally conducive to the therapy process. The evidence here suggests that, compared with the average patient, those with predominantly friendly submissive problems experience greater self-relatedness in therapy-that is, they are open to self-exploration and change (Orlinsky et al., 1994) . The session reports also suggest a productive relationship with the therapist characterized by positive complementarity. Therapists' assessments of these patients at termination suggest greater potential for and realization of gain.
This view of the friendly submissive patient is generally consistent with the implications of other research studies that have used the IIP. For example, Muran et al. (1994) found a positive GURTMAN correlation between friendly submissive problems and patient ratings of the working alliance early in therapy. Horowitz et al. (1993) observed that problems in being overly exploitable were the most treatable symptoms in brief psychodynamic therapy (however, cf. Maling et al., 1995) . Horowitz et al. (1992) found that patients with affiliative interpersonal distress communicated more clearly about others than did hostile patients and thus may be better candidates for psychodynamic treatment. Unexpectedly, this study generally did not find a link between interpersonal problems and therapeutic bond, with the exception that hostile dominant patients reported lower levels of empathic resonance, the sense of "being on the same wavelength"
as the therapist (Saunders et al., 1989) . This general lack of association is surprising because, theoretically, the bond represents the interpersonal aspect of therapy (Orlinsky et al., 1994) and therefore should be especially sensitive to the patients' prethcrapy interpersonal characteristics. Thus, this study fails to replicate Muran et al.'s (1994) findings, cited earlier. The present study differed in a number of potentially relevant ways from Muran et al.'s. (1994) . For example, the therapy orientation was psychodynamic (vs. cognitive); the focal participants (104 vs. 32) were selected for interpersonal distress (vs. for depression and anxiety); multiple (vs. single) assessments of bond and problems were conducted; and data were aggregated. Perhaps most significant, different measures of therapeutic bond were used. Horvath and Luborsky's (1993) comparative review of alliance measures suggests that instruments can vary considerably in their conceptual and operational approaches to the alliance. Additional research will be needed to establish the relationship of this within-session measure to other alliance scales in more common use. With regard to the IIP, this research offers broad support for the convergent validity of IIP ratings as a measure of interpersonal problems. To highlight perhaps the most notable finding. this study provides direct evidence for agreement between IIP self-reports and expert (i.e., therapist) judgments of interpersonal functioning. Such convergences are generally regarded as an important source of confirmation for personality self-reports (e.g., McCrae& Costa, 1987; Wiggins, 1973) . In this case, each of the four HP-defined problem groups was associated with a well-defined and theoretically coherent (Wiggins & Pincus, 1994) profile pattern on the PAF and the TAQ. This study also offers insight about the nature of the HP's large general factor (Gurtman, 1995; Horowitz et al., 1988) . Its correlation with the (therapist-rated) PAF suggests that the IIP general factor taps a substantive dimension; it cannot, therefore, be dismissed as simply a "nuisance" or "complaint" aspect of self-reports. Additional research will be required, however, to determine how this substantive variance can best be conceptualized-for example, as interpersonal distress, adjustment, adaptability, competence, and so forth.
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It is also worth drawing attention to the TSR (Orlinsky & Howard, 1975 , 1986 . Although the TSR was developed in the 1960s, its "experience sampling" approach to assessment and its focus on the patient's personal experience (cf. Elliott & Wexler, 1994) give it a decidedly modern feel. Like the Q-sort method (e.g., Jones, Gumming, & Pulos, 1993) , the TSR is highly flexible in the kinds of possibilities that it affords for data analysis. For example, it lends itself well to item-centered, descriptive summaries, the basis for what Ozer (1993) refers to as "conceptual analysis" in the Q-sort arena. The item pool of the TSR can also be used to construct "templates" (e.g., of the "ideal psychotherapeutic session;" Orlinsky & Howard, 1975) or cumulative scales (e.g., for therapeutic bond and realization) useful in more conventional analyses of therapy process and outcome.
Perhaps the next step in studying interpersonal problems in the psychotherapy context is to examine how an individual's characteristic problems give shape to the therapy process, both within sessions and across time. For example, how do different types of problems influence the "rupture" and "repair" cycles (Safran & Muran, 1994) of the therapeutic alliance? How are problems related to emergent patterns of complementarity (Tracey, 1993) ? How do problems influence the timing, sequence, and nature of critical change events (Greenberg, 1994) ? This next step calls for an intensive study of the psychotherapy context (Russell, 1994) and an integrative approach to relating individual differences to process.
Finally, it may be worth drawing a link between the circumplex model of interpersonal problems and that of attachment styles. Both are relevant to the conceptualization and measurement of interpersonal adjustment. Moreover, as the work of Bartholomew and her colleagues (e.g., Bartholomew & Horowitz, 1991; Griffin & Bartholomew, 1994; Horowitz et al., 1993) indicated, there are clear correspondences between certain attachment styles (e.g., a preoccupied style) and circumplex-defined typologies (e.g., friendly dominant problems), as well as some divergences. It is not yet known which set of constructsattachment styles or interpersonal circumplex typologies-will ultimately prove more useful in the exploration of the psychotherapy context. 10 In the nonpatient sample described earlier, the total (or equivalently mean) IIP score correlated above .99 with the general factor. Hence, the overall score and the general factor are subject to the same interpretation. Parenthetically, if the general factor is simply a complaint or nuisance variable, then the same interpretation would logically have to hold for the overall score,
